Background: Female genital fistula is associated with significant physical, psychological, and economic consequences; however, a knowledge and practice gap exists around services adjunct to fistula surgery.
to pain and general weakness, 8 women may experience nerve damage, uterine cervix injuries, and pelvic bone trauma that present as secondary infertility and gait disorders. 9 Most babies involved in fistula-causing deliveries do not survive. 10 Women with fistula are stigmatized, restricted in social and economic participation, 8, 10 and report high psychiatric morbidity including depression, which may persist even after surgical repair. [11] [12] [13] [14] Access to genital fistula surgery has improved in sub-Saharan Africa and many women experience improvements in physical and mental health following fistula repair alone; however, numerous women face continued physical and psychological challenges to resuming prior roles or adjusting to new circumstances. They may require further medical care depending on injury severity and surgical outcomes, and medical support for subsequent pregnancies and births. Longitudinal studies from sub-Saharan Africa have identified concerning adversity following fistula surgery, including fistula recurrence, persistent fistula-related symptoms, subsequent fertility challenges, and adverse perinatal outcomes. [15] [16] [17] [18] [19] In Guinea, 16% experienced fistula recurrence by 24 months. 17 In Uganda, by 12 months following repair, one-third had persistent urinary incontinence, 17% weakness, and 9% general pain. 20 In Malawi, only one-fifth of women with reproductive potential became pregnant in the year following surgery. 16 Experience of persistent physical adversity correlates with substantially lower psychosocial health. 20 Such factors limit women's ability to resume previous roles despite successful surgery, particularly in conjunction with economic hardship, 21 resulting in additional reintegration needs. 22, 23 A knowledge and practice gap exists around women's postsurgical reintegration programming. Preliminary evidence supports short-term facility-based psychological intervention. 24, 25 Physical therapy has also been recommended, 26 as has improvement of economic independence. 27, 28 Research synthesis on the reintegration process, evaluation, and service provision is important for developing evidence-based service prioritization to meet the health needs of women recovering from genital fistula. Thus, the objective of this scoping review was to examine the range of rehabilitation and reintegration services provided as adjunct to genital fistula surgery, map the existing programming and outcomes, and identify areas where additional research is necessary.
| MATERIALS AND METHODS
Four research questions were specified to meet these objectives: and Levac et al. 30 frameworks and Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA-ScR) guidelines. 31 The full protocol for this review is published in detail elsewhere and summarized herein. 32 We searched the published and unpublished ("grey") literature to broadly capture reintegration programming data. The search strategy was developed collaboratively with a medical librarian (JBW) with training and experience in systematic reviews using an iterative process including term harvesting, text and MeSH term extraction, and testing. 33 The final search strategy was peer reviewed by a second librarian following Peer Review of Electronic Search Strategies guidelines. 34 We searched reference lists of included articles and contacted authors for additional detail. Titles and abstracts of published articles were independently screened by two reviewers (AE and CP) followed by full-text screening and data extraction. A third reviewer (AD) was available to resolve discrepancies; however, none arose. In accordance with established scoping review frameworks, 29, 30 critical appraisal of study quality was not performed. Inclusion and exclusion criteria are detailed in Table 1 .
Data from eligible studies were systematically extracted ( Table 2) .
Where articles were eligible but lacked detail, data were summarized narratively. Unpublished studies and reports were screened by one of four reviewers (AE, CP, RB, LL); results are reported following a simplified PRISMA sequence in narrative format 35 
| RESULTS

| Published articles and program reports
Our database search identified 3242 articles. Excluding duplicates, 2197 articles were screened; 25 were found eligible and one related article was identified during web searching of article PDFs. The modified PRISMA flow diagram for selection of available studies is given as Figure 1 . Twenty-six articles were analyzed. Among these, 11
articles representing seven different studies or programs were considered "primary," including a meaningful level of detail on program components and outcomes, and are presented in the data extraction table   (Table 2 ). Fifteen articles representing 10 different studies or programs were considered "supplementary," meeting the eligibility criteria but lacking detail, and are summarized within a separate narrative section.
Results from the same study or program are presented together in table and narrative. One program had one primary 36 and one supplementary 37 article; both are described within the primary results.
| Primary articles
Primary studies or programs identified were from Benin, Democratic Republic of the Congo (DRC), Eritrea, Guinea, Kenya, South Sudan, and Tanzania. Various intervention component combinations were employed, including health education (n=4), physiotherapy (n=1), psychosocial counseling (n=3), social support (n=2), and economic empowerment (n=1).
| Rehabilitation and reintegration intervention components and delivery
Two studies tested a combined health education and physiotherapy program. [38] [39] [40] [41] In Benin, Castille et al. 38, 39 employed physiotherapistled didactic sessions to assist women in activity modification including perineal contractions, abdominal hypopressive exercise, and behavioral instruction. In DRC, Keyser et al. 40, 41 sought to increase pelvic floor strength and prevent postsurgical complications through physical therapy starting 14 days after surgery.
Three studies investigated combined health education and psychosocial counseling programs. In Eritrea, Johnson et al. 25 tested individual counseling sessions addressing fistula, general health, and nutrition knowledge; postoperative condition-specific management and recovery expectations; and explored women's postrepair life and health goals. Compared to preassessment, fistula knowledge, self-esteem, and behavioral intentions after surgery significantly increased. In South Sudan, Ojengbede et al. 24 determined the impact of an interpersonal therapy session before surgery. From presurgery to hospital discharge, depression, self-esteem, and suicidal ideation decreased significantly. In Tanzania, Watt et al. [42] [43] [44] tested a 2-week individual cognitive behavioral therapy intervention on mental health. Improvements in depression, anxiety, post-traumatic stress disorder (PTSD), and self-esteem from baseline to follow-up were not significantly different by intervention group, but feasibility and intervention satisfaction were high.
One report, by Pollaczek et al. 45 from Kenya, described an intervention comprising psychosocial counseling, social support, and economic empowerment. Individual counseling was followed by community-based peer support group linkage for social support and economic empowerment through income-generating activities. Most participants reported improvements in emotional well-being and fistula-related knowledge, and high intervention satisfaction; however, economic gains were modest.
One report described an intervention combining health education and social support. 36, 37 In Guinea, women lived in a supportive group home or host family while recovering from surgery, and received health education sessions and public speaking and interpersonal communi- 
| Health education and psychosocial counseling
Outcomes from combined health education and psychosocial counseling interventions included self-esteem (n=3) and depression (n=2).
All three studies identified significant improvements in self-esteem; in the only controlled study, no differential self-esteem increase was found between intervention and control groups. Significant decreases in depression were identified by Johnson et al. 25 and Watt et al. 42-44 ; again, intervention differences were not significant. Other outcomes included increased fistula knowledge and healthy behavioral intentions, 25 and significant reductions in severe suicidal ideation, 24 anxiety, and PTSD symptoms. 45 No difference between intervention and control groups was found for anxiety and PTSD symptom reduction. 44 T A B L E 1 Population, concept, and context for identification of eligible studies. 
| Health education and social support
One intervention combined health education with social support 36, 37 ;
anecdotally, women experienced increased confidence, self-esteem, and emotional health.
Psychosocial counseling, social support, and economic empowerment
Outcomes of the combined psychosocial counseling, social support, and economic empowerment intervention suggested that women's emotional well-being and fistula knowledge improved significantly with intervention participation. 45 Economic status had modest gains, with most women reporting that their economic status had been helped somewhat by participating in the program (64%). 45 
| Outcomes by fistula etiology
Outcomes of reintegration programming were not reported by etiology of genital fistula.
| Authors' recommendations
The authors' recommendations from primary articles supported holistic programming at genital fistula surgery and extending to community, despite most study outcomes measured at short term.
Most articles recommended increasing women's access to incorporated intervention components given formal or anecdotal findings.
Psychosocial counseling for women 36 and family members, 25 access to family planning methods, 25 and income-generating activities 36 were recommended.
Recommendations for intervention design and implementation were discussed. Watt et al. 44 reported factors critical to the feasibility and acceptability of their intervention included a formative research phase to contextually adapt and revise intervention design, ensuring that the intervention integrated easily into clinical flow. Additionally, task-shifting to nurse-level facilitators improved pilot intervention feasibility, and was anticipated to improve adoption. 44 Challenges to program implementation largely focused on sustainability factors such as continuing support and education in intervention modality (i.e. physical therapy), 41 challenges to long-term follow-up, 41 high staff turnover, 41 and funding. 36, 41 
| Supplementary articles
Fifteen additional articles representing 10 studies or programs were eligible but limited in information; most were conference abstracts. 
| Unpublished articles and program reports
| Internet
Our although some extended counseling to families/partners or built community awareness and resources for support and stigma reduction.
Findings lacked outcome data, with few documents presenting participant comments. Finally, programming dates were difficult to establish.
Multicomponent reintegration programming where adequate detail was provided is summarized in 
Intervention description (summary, location, duration, mechanism, structure, comparison)
Study outcomes and measures Results
Recommendations (authors' recommendations based on findings/experiences)
Summary of components:
Psychosocial counseling, social support, and economic empowerment Location: Hospital and community Implementer: Psychologists/social workers (counseling) and community representatives Duration: Not specified. Mechanism: Economic empowerment will help women resume activities in community life and have greater agency and access to resources through: (1) challenging ideologies that justify social inequality; (2) changing prevailing patterns of access over resources; and (3) transforming institutions and structures that reinforce and sustain existing power structures Structure: Three-pronged approach: (1) outreach/identification of women with fistula and referral to care; Abbreviations: VVF, vesicaovaginal fistula; USI, urinary stress incontinence; SBA, skilled birth attendant; FGD, focus group discussion; RCT, randomized controlled trial; CBT, cognitive behavioural therapy; PTSD, post-traumatic stress disorder.
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Study outcomes and measures Results
Recommendations (authors' recommendations based on findings/experiences)
Summary of components:
Psychosocial counseling and health education Location: Hospital Implementer: Trained community health nurse Duration: 6 individual psychotherapy sessions over a 2-wk period (2 presurgery, 4 postsurgery) Mechanism: An intervention based on CBT and coping skills will lead to effective coping and improved mental health, further resulting in social well-being and general functioning, and improving ability to reintegrate Structure: Session 1: Normalize patient's experience, acknowledge fistula impact, explore fistula influence on self-perception, generate therapy goals, and learn relaxation exercise (to practice daily). presented on fistula management resulting in improved patient expectations and outlook. In Ethiopia, Fentaw et al. 61 described an integrated adult learning program for women with inoperable fistula including basic literacy that resulted in further formal education, increased self-confidence, and readiness for starting businesses.
In Bangladesh, Mohiuddin et al. 62 and Haque et al. 63 
| DISCUSSION
To our knowledge this is the first study to review and consolidate pub- stability, and incorporating a full continuum of care approach. 17, 22, 27, 28 However, no one program modeled the holistic approach recommended by authors. Implementation challenges included training, staffing, funding, and limited scope. Facility-based program delivery was perceived as too limited in dose and breadth to have meaningful long-term impacts; however, this strategy allows for efficient delivery.
Data were limited to short-term outcomes; only two primary studies assessed longer-term outcomes, despite broad interest. 40, 45 Implementation remains a major gap in the literature, including feasibility and outcomes. Only 11 studies were eligible and reported ade- Other challenges identified include a mismatch between the shortterm nature of the economic empowerment programming offered and women's needs; also seen in general poverty alleviation literature, some economic programming described was considered inadequate for substantial socioeconomic status improvement. Insufficient funding at multiple levels also hampers postrepair rehabilitation and reintegration, as it does prevention of fistula and other maternal morbidities.
UNFPA cites a concerning decline overall in development assistance for maternal and newborn health.
Strengths of our study include our systematic protocol, our broad search strategies, and inclusion of unpublished literature. Despite finding a deficit of published information, our review synthesized the available outcomes and challenges prior studies have encountered and identified priorities for reintegration research. The lack of published articles and our language eligibility criteria may limit these findings.
Additionally, no formal quality grading was conducted. As subsequent robust studies are implemented, a systematic review may become appropriate. Additionally, results were not reportable by fistula etiology, and the impact of changing etiology patterns on postrepair recovery and reintegration is unknown. Finally, the grey literature varied greatly in quality and detail; a formal landscape analysis including survey would provide a more comprehensive presentation of currently available programming. Organizations provided included an adequate level of detail in the unpublished literature to abstract this information; other organizations may provide similar programming, but this information was not accessible during our review.
The existing literature supports holistic fistula care including meeting postrepair physical, psychosocial, and economic needs of women through reintegration programming targeting short-and long-term outcomes. However, the evidence base lacks robust research designs and systematic detailed reporting of intervention components and outcomes. We strongly encourage researchers and service providers to implement more robust evaluation designs and to broadly disseminate the results of their work so that the global fistula community can benefit through the development of best practices in reintegration. 
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